Dr. JAMES YOUNG said that this case reminded him of one reported to the Edinburgh Obstetrical Society some years ago by Professor James Miller, in which there had beena similar metastatic spread of the hydatidiform elements. In that instance, however, the entire chorionic villi were recognizable in the secondary lung growths.
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and others, clearly indicates that there is a normal and extensive invasion of maternal capillaries by trophoblastic epithelium. (2) It is shown that occasional trophoblastic fragments escape into the systemic circulation even during pregnancies that are apparently normal. In 1904 Schmorl examined the lungs of 158 women who had died at different stages of pregnancy or after delivery. He found chorionic cells in the pulmonary capillaries of 80% of the bodies of these whose pregnancies had been normal. (3) Hydatidiform moles inherit this invasive property in greater or lesser degree. Some of them are apparantly wholly innocent, others are capable of local invasion, others of more extensive forays upon the systemic circulation, and others, the precursors of chorion epithelioma, are frankly malignant. (4) The degree of malignancy seems to depend upon the proportion between the epithelial and the primitive mesoblastic content of the villi. The greater the epithelial content the greater the malignancy. (5) In this particular case, for some reason unknown, a hydatidiform mole of apparently innocent type suddenly and unexpectedly invaded the uterine venous system with subsequent rapid infarction of the lungs.
Dr. JAMES YOUNG said that this case reminded him of one reported to the Edinburgh Obstetrical Society some years ago by Professor James Miller, in which there had beena similar metastatic spread of the hydatidiform elements. In that instance, however, the entire chorionic villi were recognizable in the secondary lung growths.
The Treatment of Prolapsus Uteri.
By WILLIAM FLETCHER SHAW, M.D.
WHEN a man has been brought up from youth to treat a certain condition in a certain way, when he finds that all his colleagues treat the same cases in the same way, and when he finds that almost all cases treated by himself and his colleagues are cured with very slight operative mortality, he may be pardoned for feeling a little surprised that this treatment is not universally adopted.
Thanks in a large measure to the publications of the late Professor Fothergill, this operation of colporrhaphy for prolapsus uteri has been adopted in many centres all over the world, nevertheless the fact remains that many centres still adhere to other methods of treatment, and rarely can a gyn.tcological journal be opened without finding an article on somebody's method of treating prolapse, supported in many instances by statistics so bad, that one wonders why they were published. For this reason I am bringing before this Society the results of this operation as practised in the Manchester school since its introduction by Professor Donald over forty years ago.
Causation.-It is an axiom in medicine that to select the best treatment it is necessary to discover the cause, and in the case of mechanical displacement it is necessary to go a step still further backward and discover what keeps the organ in normal position.
In the case of the female pelvic organs it was long since pointed out by anatomists that the tissue, fibrous and muscular, running from the fixed pelvic sheaths to the uterus, roughly following the uterine artery and its branches, was the main tissue which supported the uterus, while connections of this tissue running forward and backwards to the pubic arch and coccyx and, deeper still in the pelvis connected with the sphincter vaginae and levator ani, supported the bladder, rectum, and vagina. This is well recognized by gynaecologists to-day and I do not propose to dwell upon the anatomy. It is, however, only in recent years that this has been generally recognized, for, although certain anatomists had described this tissue, and a few gynecologists had devised operations which depended upon this knowledge, it was, I think, Fothergill's racily written paper in 1908-a paper well worth re-perusal -which called wide attention to the subject. The only point upon which I am not in full agreement is the statement that this tissue surrounds the uterine artery and its branches. It seems to me that while some of it does surround these vessels the main mass lies a little deeper in the pelvis than the artery. I am, therefore, taking it for granted that gynecologists now accept this tissue as the main support of the female pelvic organs. If the uterus, the base of the bladder, or the rectum, is prolapsed, it means that there is weakening and stretching of this fibrous and muscular tissue, due, in the majority of cases, to trauma and strain during parturition, although in a few women there is some congenital weakness. Frequently there are superimposed secondary causes: increased abdominal pressure from tumours, chronic cough, hard work; a heavy uterus from fibroids, subinvolution, chronic cervicitis, etc., but these secondary causes would in themselves be ineffectual unless this muscle was already weakened; they are, however, frequently the determining factor where symptoms arise many years after the labour which damaged these structures.
Prolapsus uteri in virgins is a comparatively rare condition, though-not so rare in the north as in the south. This does not imply that our Lancashire girls, for example, are more poorly developed than their sisters in the south, but that in the industrial north a larger number are subjected to increased intra-abdominal pressure from hard physical work.
Symptoms.-The one definite symptom is that something comes down"; it may be that the cervix or a cystocele or a rectocele can be felt at the vulva, or that the whole uterus is outside in a state of complete procidentia. But although this knowledge that something is down is the most definite symptom, there are others which are just as important and are sometimes overlooked. In the early stages the patient will complain of a "bearing down feeling"; in still earlier cases her only complaint is of a chronic aching pain in the back and lower abdomen when she works or stands for long. This is a most important symptom and one which is frequently overlooked. The pelvic floor is slightly relaxed, long standing or increased intra-abdominal pressure forces down the uterus, and other tissues are dragged upon which normally would be lax. In all cases of chronic pain in the lower abdomen and back, this increased mobility of the cervix when the patient strains, should Manchester, began to do so in 1888. The 1890 edition of Hart and Barbour's " Gynaecology" contains this statement about perineorrhaphy: "These operations help, at least, by enabling the patient to wear a ring pessary," and that, apparently, was the object for which the operation was performed. At this period it was customary to use silver wire as a suture material and Donald made use of this in his first two cases in April and July, 1888. In August, 1888, he had obtained catgut and in his third case, performed on August 3, 1888, he removed a large diamond-shaped area of vaginal mucous membrane from the anterior wall and brought the raw surfaces together in " tages" by means of a continuous catgut Proceedings oj the Royal Society of Medicine 38 suture. As there was still a tendency to prolapse, an operation on the posterior wall was performed on August 17 in which the same procedure was adopted as in the anterior colporrhaphy. On August 30 the patient was discharged and to quote from the notes " the wound was healed and the outlet of the vagina only admitted two fingers with difficulty. No pessary was inserted."
During 1889-1890 Donald continued these operations and in most of the cases which were undertaken for well-marked prolapse the cervix was amputated and anterior and posterior colporrhaphy was performed. In many of these cases healing was not good and in a few there was some tendency to prolapse which necessitated the wearing of a ring pessary, but at least the operation allowed these to be retained. In March, 1891, Donald operated upon a very bad case of procidentia with a large ulcerated cervix which could not be reduced until the patient had been kept in bed for two weeks. After the operation the vagina in this case was so narrow that it was impossible to introduce a pessary. He saw the patient a year after the operation and found the uterus still in good position although no pessary was employed. In the following month he operated upon a similar case with equally good results, and in this case there was no return of the procidentia, in spite of the fact that the patient worked hard as a charwoman and was subject to chronic bronchitis.
These two cases finally established in his mind a belief in the value of the combined operation of anterior and posterior colporrbaphy and amputation of thle cervix and careful suturing of the deep muscles with buried catgut sutures. For a few years after this date he combined, in a few cases, an abdominal suspension operation with the colporrhaphy but he was never satisfied that this addition was necessary and soon abandoned it. To Donald must be given the credit of devising this operation, or, at least, of combining a number of separate operations into one which was able to cure the condition of procidentia and also of being the first surgeon in this country to employ deep buried catgut sutures. Donald continuied to treat all his cases of prolapse in this manner, irrespective of age or parity, and when I first became his house surgeon in 1904, every member of the staff of St. Mary's Hospital had followed his lead and for some years I saw no case of prolapsus uteri treated in any other way. Many years later Fothergill [1] called attention to the anatomy of the pelvis and stressed the importance of the parametrium as the supporting structure of the uterus and the paracolpos of the vagina; he showed that it was only when this tissue was stretched or torn that the uterus or vaginal walls could prolapse and that the rational treatment for the condition was repair, shortening and strengthening of these structures. Later he [4] [5] modified Donald's operation by using a triangular incision for the anterior colporrhaphy, with the base near the cervix, and by amputation of the cervix with a circular incision around the posterior surface to join the angles at the base of this triangle. These modifications were modifications of technique only and made the suturing of the parametrium somewhat easier, but the general principle was the same as in Donald's operation. Fothergill wrote several papers upon this operation and did great service in bringing the method and its results before the gynecological world and there is little doubt that the spread of the operation over the Empire is largely due to his writings. Having exposed the parametrium, Fothergill relied upon the sutures through the vaginal mucosa to shorten this tissue, but it always seemed to me that this could be attained with more certainty if the parametrium was sutured separately and I have always inserted separate sutures into this tissue since I adopted Fothergill's incisions for the anterior colporrhaphy.
Technique of operation.--The method of colporrhaphy which I now describe and illustrate is the one which I inyself follow, but I must emphasize the point that this is no new operation. In its general principles it is the operation I learnt many years ago under Professor Donald, modified in some of its details by Fothergill and Section of Obstetrics and Gyngcology 1163 in others by myself. The patient is placed on the table in the lithotomy position; the vulva is shaved and this and the vagina are washed with soap and water, and then swabbed with surgical spirit and finally with iodine solution. Next the labia minora are stitebed outwards, the cervix is grasped with a vulsellum and the parts are again swabbed and flushed with spirit. I think the shortest and clearest description will be to follow the illustrations and emphasize any special point. Fig. 1 shows the method of stitching the labia minora out of the wav. The operation area is covered by a sterile towel with an oval opening. The dark line shows its edge. A catgut stitch is inserted through the towel into the patient's skin and then through the labium minus: when this is tied the labium is drawn out, well away from the line of vision and it now presents a smooth surface which is more easily sterilized. The illustration shows the left labium stretched out and the right lying in the normal position, while the succeeding illustrations show both stretched out. These stitches are removed at the end of the operation.
I have found this much more satisfactory than any of the instruments devised for this purpose.
{/\ 77-~ (   FIG 1.  FIG. 2.  FIG. 3 . Fig. 2 .-As the cervix will be cut across at a later stage of the operation and the edge of the vaginal incision sutured to the edge of the cervical canal, it is necessary to have this canal well dilated. The best method of doing this is with the Clifford-Walls' dilators, after which the uterus should be curetted. This is not a necessary part of the operation but it only takes a few minutes and sometimes leads to the discovery of unexpected trouble. Fig. 3 .-The cervix, grasped with a vulsellum, is pulled down as far as possible by an assistant. A triangular area is then marked off bv a scalpel, the base near the cervix, the apex near the urethra. It is impossible to give measurements for this, as every case differs, but the base must be wide and of about the same proportion as in the illustration. Fig. 4 (p. 40) shows the method of dissecting away the whole thickness of the vaginal mucosa from this triangular area. If the case is one of procidentia, with the anterior vaginal wall pulled out smooth, it does not miatter whether the dissection commences at the apex or the base, but when, as in the majority of cases, the cervix only comes to or just beyond the vulva and the anterior wall is still fixed a little above the urethral opening, one or more folds in the vaginal wall are inevitable and it is very difficult to dissect these from above, whereas if the dissection commences fromn the cervix the deep tissue fixing the vaginal mucosa is incised and the mucosa unfolds. Fig 6. -The bladder is grasped with the finger and thumb of the left hand and the few muscle fibres fixing it down to the cervix are snipped through with soissors. This allows the bladder easily to be pushed up, the cervix exposed, and also the thick muscular band at the base of the broad ligament which attaches the cervix to the pelvis. This sketch shows the cervix with the insertion of the thick band of muscular and connective tissue at the base of the broad ligament. The bladder has been pushed away from the cervix. Fig . 7 shows the sutures passed through this strong band on each side. These are left untied until after the amputation of the cervix, but it is convenient to insert them at this stage. When these sutures are tied this tissue from each side is drawn forward in front of the cervix and united with a similar tuck from the opposite side. In this way this tissue on both sides is folded and so shortened and strengthened. This I believe to be the most important step in the operation. Fig. 8 .-The cervix should now be amputated. The vulsellum grasping it brings it forward as far as possible and an incision is made from one angle of the anterior triangle, round the posterior surface of the cervix, to the other angle at the base of the anterior triangle. The vaginal wall is now dissected from the cervix for a variable distance, depending upon the amnount of cervix which it is decided to amputate. Fig. 11 shows the method of suturing the cut edge of the vaginal wall to the cervix. The sutures commence at the middle of the incision in the posterior wall and are continued along each side. Finally, the angles at the base of the anterior triangle are drawn together in the centre of the anterior wall of the cervix. The best way to do this is to pass the suture through the flap at one angle, then through the cervix, and finally through the flap at the other angle. This is shown by " is grasped by a pair of forceps. This position requires some judgment: if it is too high the upper part of the vagina will be too constricted, if too low the upper part will have redundant tissue, which will afterwards sag over the lower constricted area and give the patient a feel of " something coming down." This illustration shows the perinneum grasped by two pairs of forceps, so as to make with the first pair a triangle with the base on the perineum. In practice it is easier to grasp the mucosa on each side, half way between the apex and the base. This upper triangle is dissected and the sides are drawn together with a continuous catgut suture, and then the incision is continued on each side to the perineum, when the remaining portion of the triangle can be removed. This is a detail of operative technique which is difficult to show in a diagram. Fig. 16 .-The rectum is adherent to the posterior vaginal wall and must be separated by grasping it with the left thumb and fingers and, after snipping through the few retaining muscle fibres, it can easily be stripped away from the vaginal wall. This diagramn shows the rectum separated from the vaginal wall and the muscles of the pelvic floor, vagina and perinieum widely separated. The most important part of the operation is the suturing of these muscles, and it is possible at this-stage to suture the important part of the pelvic floor which runs backward along the base of the utero-sacral ligaments fronm the cervix to the coccyx. Results.-The risks from this operation are very slight. For twenty-three years I have been performing it, and in my hospital and private records I can find only eight deaths. In four of these the cause of death is not recorded in the notes; in one, death was due to pneumonia; in one to heart failure; in one, to septic absorption from a piece of gauze retained in the uterus due to the snapping of the gauze ribbon when the medical attendant removed it the day after the operation; in the last, to pyelitis caused by operatinig too soon after an attack of cystitis. These eight deaths occurred in 1,828 patients operated upon, which gives an operative mortality of 0 43%.
To obtain an accurate record of results it is necessary to allow a few years to elapse between the operation and the date of the inquiry, as it takes some time for a prolapse to recur. In the figures I quote this period has varied from three to seven years. This delay greatly increases the difficulty of obtaining large numbers of replies, especially amongst hospital patients, as so many of them have left their old addresses, and many do niot trouble to reply even to a second or third circular, and if application is made to their doctor it is frequently found that he has lost trace of them.
In Manchester we are all performing the same operation: no doubt each operator has modified some minor details, but the general method is the same, so that it will not be necessary for me to give a larger series of cases than will prove that my results conform with those already published from my hospital.
In 192 1, the late W. E. Fothergill published the results obtained in 156
cases. These showed 97% free from recurrence, and in two of the four in which there had been recurrence two patients had had children -since the operation. At the same meeting my colleague, Dr. F. H. Lacey, reported the results obtained in 521 cases operated upon by all members of the staff. Of these 87% of the patients reported that they were cured, but this percentage is really much too low, as a large number of those whose replies were unsatisfactory failed to come for further examination and so were included as failures, whereas of those who did come for examination a large percentage had no prolapse and were complaining of symptoms unconnected with this condition. Tn many other cases there were special reasons for the recurrence, so that the correct percentage of non-recurrence was much higher than 87%. For the purpose of this paper I sent a questionnaire to a large number of consecutive patients who had been operated upon from three to seven years before that date. I have been able to obtain 293 replies with the following results: nonrecurrence 282 (96 * 2%); recurrence 11 (3 * 7%). To devise a questionnaire which is fool-proof seems to be impossible. A number of patients returned unsatisfactory replies, and I endeavoured to re-exainine all who did not state definitely that they were cured and had had no return of the " bearing down." In most of the cases which I re-examined, the patients were cured of the prolapse, but had failed to give a satisfactory reply about their present condition because they were now suffering from some other disablement totally unconnected with the original trouble. In spite of many efforts on my part, four patiernts who have sent unsatisfactory replies have not been interviewed and I am including these among the failures, though I am doubtful if any of them have any recurrence. Of thirteen patients with recurrence, five have had children since the operation. The recurrences were due to the recurrence of the damage which produced the original prolapse, and so can hardly be regarded as operative failures. If we eliminate those with subsequent confinement, the real incidence of recurrence is 2o 1%. If I could re-examine the four who have sent unsatisfactory replies, the percentage of recurrence would be negligible.
These figures are proof that for ordinary cases of prolapse it is almost possible to give a guarantee of cure. There are, however, certain special features which require further examination.
What is the effect of subsequent childbirth ? One of the arguments against this operation is that the scar tissue about the cervix will cause delay in the first stage of labour. This we do not find to be the case amongst the patients admitted to hospital, admittedly a small number, nor do we hear of complaints on this score from doctors, and I feel sure that we should do so if there was any trouble.
Wbat is of more importance is the patient's query: " Will the prolapse recur if I have more children?" It is very difficult to get a large series of cases after subsequent labour as so many of these operations are performed after the childbearing age, or at least after the period when the patient is determined there shall be no further increase in the family.
In this series there are only eighteen patients who have had children subsequent to the operation, with the following records: non-recurrence 13 (72 2%); recurrence 5 (27 8%).
These are very small figures, but they are sufficient to show that a large percentage do not have recurrence and that subsequent confinement holds no special terrors. It is necessary, however, to emphasize the basic truth of all good midwifery, i.e., to give plenty of time to the first stage and on no account to attempt delivery until the cervix is fully dilated.
Resutlts after the menopause.-The ideal age at which to perform the operation is about that of the menopause, while the patient's tissues are sufficiently young to heal well, but when the floor of the pelvis is not likely to be called upon to bear the strain of a labour.
After the menopause the pelvic muscles undergo atrophy, and in many patients a slight prolapse which has called forth few symptoms steadily progresses as time proceeds, and so we see many patients over 50, 60, 70 and even over 80 years of age, who have remained fairly comfortable, many by wearing some instrument, until the atrophy has reached such a stage that no instrument can be retained and the patient is in a state of misery.
It is especially for patients after the menopause that the "interposition operation " is performed, and in these cases there is no strong argument against it except that it takes longer and that the results are not so good as those of the operation we perform in Manchester.
In this series there were 79 patients over 50 years of age, and the results were as follows: No recurrence 77 (97 .5%); recurrence 2 (2.5%).
Even the two recurrences were only very slight; the patients are much l.etter than they were before the operation, and it is doubtful if it is worth while to do anything further. In one there is a little laxity of the upper posterior vaginal wall which hangs down over the post-colporrhaphy incision, and in the other there is slightcystocele with a return of incontinence of urine on straining.
In this series there were three patients aged respectively 71, 73 and 75 years, all of whom are quite cured.
Prolapse in nulliparae.-The commonest cause of prolapse is weakening of the pelvic floor during parturition, but a small percentage of cases occur in women who have not had children, some of whom are undoubted virgines intacta3. In these cases there is a weakness of the pelvic floor, and if the patients undergo heavy physical strain, with increased intra-abdominal pressure, the uterus may be driven down. This, as I have indicated, probably accounts for the larger number of these cases we see in the industrial North as compared with the more leisured South. In this series I have been particularly unlucky, as I have only obtained replies from four-teen patients, of whom thirteen were completely cured, while one had some recurrence: one of these was a virgin aged 16, and two were virgins aged 63. I have not tabulated these figures or reduced them to percentages, as they are too small, but they are an indication of our belief that the best treatment for these cases is anterior and posterior colporrhapby with amputation of the cervix if it is hypertrophied, as is usually the case.
Post-operative treatment and complications.-For success it is essential to eliminate meddlesome nursinig, and it is a demonstrable fact that these cases do best in institutions where the staff is commonly nursing this type, owing, in large measure, to their training to " leave well alone."
The perineum should be kept as dry as possible; after each action of the bladder and bowels it should be swabbed with a small quantity of lotion, dried with spirit and re-covered with a sterile pad. After the operation we pack dry sterile gauze into the vagina to prevent oozing, and this is easily removed the following day. In one hospital I now use B.I.P. on the gauze to prevent it adhering to and damaging the vaginal mucosa. On the fifth day I give one vaginal douche of boracic lotion to wash away any blood-clot which rnay have accumulated in the vagina.
Retention of urine.-This is a common complication, in fact the majority of patients require a catheter during the night after the operation, owing to the pressure of the gauze. On the following morning the gauze is removed and the patient encouraged to pass urine herself. In a large number of cases the catheter will still be required for two or three days, though every endeavour must be made to encourage her to perform the act herself. Even with the greatest care there is risk of infection and a mild chronic cystitis sometimes follows, though, in most cases, this readily yields to medicinal treatment.
HIamorrhage about one week after operation.-This is the greatest trouble we have to contend with, but fortunately, with due care, cases of serious moment are very rare. I think this haemorrhage comes from the cervix and is due to a mild sepsis which prevents cervical healing and so,--when the catgut sutures give way, the cervical incision gapes and bleeds. It is rare for the hamorrhage to commence suddenly; much more frequently there is a little bright red stain on the pad which should act as a warning. If a mild antiseptic douche is then given to wash away septic blood-clots and an iodex pessary inserted, this treatment being repeated on the following three or four days, there will rarely be any further trouble. If the htemorrhage is more severe, it will be necessary to pack some gauze into the vagina, and the upper part of this, which is to be applied to the cervix, should be soaked in spirit. It will rarely be necessary to give an anwnsthetic in order to re-stitch the incisions and I can only remember having to do this on two occasions. I believe the trouble frequently originates in a small blood-clot formed from cervical oozing, which becomes infected in the vagina and, lying in contact with the cervix, infects the cervical incision. To obviate this, I have recently returned to Professor Donald's old treatment of giving a mild antiseptic douche on the fifth day.
Occlusion of the cervix.-When Fothergill first suggested circuilar amputation of the cervix, it was argued against it that there would frequently be adhesions of the circular incision and the cervical canal would be occluded. Provided the cervix is well dilated, this very rarely occurs. I have used this particular method of amputation for many years and only on one occasion have I encountered this complication. In that case it was definitely due to slight adhesions with occlusion of the canal and the result of treatment was dramatic. On four monthly intervals the patient had severe abdominal pain, but complete amenorrhcea. On the fourth occasion I was called out to see her and, against all the rules of good gyntcology, but with strict antiseptic precautions, I passed a uterine sound. The cervical adhesions were very soft and were well inside the cervix; they presented little resistance to the sound, which passed into a dilated uterus, whose walls were not readily felt; the passage was followed by such a large gush of blood that for a moment I feared I had opened some important blood-vessel.
Vaginal adhesions.-As the incisions in the anterior and posterior vaginal walls lie in apposition, it is not surprising that they sometimes adhere. It is only in a small percentage of cases that this occurs and the only trouble is dyspareunia. If the patient is an elderly widow I do not touch these adhesions, but if she is married it is usually possible to stretch them digitally or even separate the adhesions without much haemorrhage. I do not think I have given an anaesthetic and tied these adhesions after separation on more than one or two occasions.
Lax posterior vaginal wall.-If tbe incision in the posterior wall is not commenced sufficiently high, the posterior fornix will remain patulous and the patient may return complaining of " bearing down," when in reality it is simply that a piece of redundant wall in the posterior fornix has prolapsed over the posterior incision. It is only in a very small number of cases that this occurs, but it is a definite type of failure always to be kept in mind. In this series there is one patient who has this type of recurrence.
Ulcerated cervix.-I have put this amongst the complications-though it is really a pre-operative complication-as I wish to call special attention to it. It is possible to cure any ulcer in three weeks or less if the patient will remain in bed, replace the procidentia whenever it comes down, and douche twice daily, once with boracic acid and once with alum lotion. To operate in the presence of an ulcer is to court disaster, as these ulcers are generally septic and a breaking down of the wound is one of the least troubles which may follow. When the ulcer is healed the operation can be undertaken in complete safety. This operation of anterior and posterior colporrhaphy with amputation of the cervix, first used in the cure of prolapsus uteri by Professor Donald and since then by Fothergill and almost every other Manchester gyntecologist, but still retaining the main principles laid down by Donald, baR been in constant use in the Manchester school since 1888 for the treatment of prolapsus uteri in women of all classes and of all ages. It is an operation with a very low mortality, and with few post-operative complications, and it will cure almost every case.
The Effect of Hysteropexy upon a Subsequent Pregnancy, and of Pregnancy upon a Previous Hysteropexy. BY ARTHUR E. GILES, M.D., F.R.C.S. (President).
THE treatment of uterine displacements by suture of the uterus to the abdominal wall has enthusiastic supporters and implacable opponents. It is a striking fact that with rare exceptions the two groups are synonymous with those who bave tried it and those who have not.
Its advocates claim that it is a simple and safe operation applicable both to prolapse and to retroversion, and that failures, in the sense of a later return of the displacement, are rare.
Its opponents do not deny that it is simple and safe, nor do they question its permanent good results. Their chief-and often their only-objection is comprised in the assertion that the operation causes grave complications in the event of a
